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mental and emotional disorders. 


There are few people today who would find anything odd 
in this definition, yet in it we have already stated the essential 
qualities of the modern as distinct from the out-dated and socially 
unacceptable institution of the past: first, the mew accent on 


third, the assumption of 
psychiatric disorders. 

Public institutions have always reflected 
the temper of the times with surprising 
accuracy. The mental hospital in the days 
of Benjamin Rush mirrored the tolerance 
and the prognostic optimism of that culture 
just as the snake pits of fifty, or even of 
forty years ago held the glass up to the 
hopelessness and the numb _ indifference 
with which society and the medical profes- 
sion looked on insanity. Recently there 
has been leaven at work, and again we are 
able to see the mental patient as a sick man 
and expert medical care as a strikingly 
effective agent both for the relief of suffer- 
ing and for the social and economic rehab- 
ilitation of the invalid. 


There have been prophets cryi the 
gospel of medical salvation through the 
lean as well as through the fat years; the 
Tukes, the Kirkbrides, the Dorothea Dixes, 
and the Clifford Beers. The staffs of cer- 
tain hospitals in the years of famine never 
stopped their’ dedicated work and never 
lowered their voices against the winds of 
professional pessimism and social neglect. 
It is largely to them—to this group, often 
anonymous, often known only to a handful 
of associates—to their individual insights, 
and to their flashes of inspiration that we 
owe the clear picture of today’s modern 
mental hospital. 


The hospital planners of today are col- 
lectors who mine the rich veins of accumu- 
lated psychiatric experience for ideas that 
have already proved themselves. Few of 
the treatment approaches reflected in 


THE MODERN MENTAL HOSPITAL 
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A meeting has been long overdue between architects and , 
ychiatrists to consider the possibility of setting down in some | 
ind of order the relevant information which the designer of | 

hospitals requires. His job of creating the setting for medical care 
must be done efficiently, economically, and with some expectation 
that the structures he builds will remain useful for an appreciable 
period of time. Although there are many possible settings in 
which psychiatric care can be offered, the present discussion is 
centered on the mental hospital as a public tax-supported institu- 
tion to which patients go voluntarily or are sent under compulsion 
for medical care directed to the relief or to the control of serious 
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voluntary admission; second, the availability of medical rather than custodial care; and 


medical responsibility for the palliation and control of irreversible 


today’s hospitals are genuinely new. This 
is both the strength and the weakness of 
contemporary building programs. We know 
we are not wasting either our money or 
our efforts because each element has been 
proven in the laboratory of experience. As 
members of the learned professions, how- 
ever, we cannot permit ourselves to believe 
that we have already perfected our tech- 
niques to the point that further search is 
unnecessary, or that room for experimenta- 
tion no longer exists. 

With what has been said as ponetin, let 
me attempt a summation of the special 
characteristics of the modern hospital. 

1. THE HOSPITAL MUST BE LOCATED 
WHERE IT CAN BE STAFFED. 

It must be situated where a fulltime staff 
of competent specialists can be assembled 
and where expert consultative services can 
be easily secured. The hands and eyes and 
brains of the physician must be to the 
greatest advantage. With skilled assistance 
from nurses and social workers, from psy- 
chologists and occupational therapists, from 
psychiatric aides and volunteer workers, he 
can multiply himself many times over. 
Staffing, therefore, involves more than doc- 
tors alone. From Superintendent to gar- 
dener, the hospital is a city in itself, but one 
that cannot exist in medical isolation. The 
suburbs of an even larger city, and of a 
rather special city at that, alone can answer 
the requirements for a hospital site. 

2. THE HOSPITAL MUST BE NEITHER TOO 
SMALL FOR EFFICIENT OPERATION, NOR TOO 


LARGE FOR EFFECTIVE MEDICAL CARE, 
The diversity of skills necessary in a full- 


time staff imposes almost unbearable eco- 
nomic burdens on the hospital having fewer 
than 900 to 1000 beds. Budgets are not 
generous enough to permit employment of 
the professional man whose services may 
no oftener than once a week. Neither 
physicians nor skilled ancillary medical 
workers will remain in settings where they 
do not exercise their professional muscles. 
Institutions which have grown in size 
beyond the limits of all medical reality face 
so serious a handicap in the efficient admin- 
istration of medical care that many psychi- 
atrists today mene Soe beds as the maxi- 
mum capacity at which optimal service can 
be rendered the patient. 


3. THE MISSION OF THE MENTAL HOS- 
PITAL, AS OF THE GENERAL HOSPITAL, IS 
PATIENT TREATMENT. 


Practical economics and enlightened hu- 
manitarianism urge that effective individu- 
alized treatment be started as early as pos- 
sible and uninterruptedly continued for 
whatever length of time there is good 
reason to believe an early remission can be 
obtained. The familiar Reception Building 
which in the past served the convenience of 
the hospital administration more than the 
interests of the patient is replaced by an 
Admissions Building in which every incom- 
ing patient has a detailed and painstaking 
evaluation followed, except in the most 
stubborn of problems, by weeks or months 
of intensive therapy. 

For the resistive disorder which does not 
yield to this maximal initial effort, the long- 
range therapeutic artillery is called out. The 
gentle influences of environmental manipu- 
lation, emotional education, and step-by- 
step resocialization are brought to bear in 
the theatre, on the playing field, in the gym- 
nasium, and within the structured society 
of the nursing unit where every identifiable 
stress is regulated and where the patient 
who may have returned to the behavior 
faa of childhood can be helped to re- 

uild a personality. Here the patience of 

the occupational therapist, the understand- 

ing of the nurse, the skill of the recreational 

worker, the insight of the psychologist, and 

the interpretative adroitness of the social 

worker are used to maximal effect under 
( Continued on Page 8) 


* Author of Psychiatric Sections in Gen- 
eral Hospitals, published by The F. W. 
Dodge Corporation, N.Y.C. Former Chief, 
Hospital Construction Unit, Psychiatry and 
Neurology Division, V. A. 
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THE PROBLEM OF THE TUBERCULOSIS PSYCHOTIC 


By M. Pollak, M.D. 
Chief of the Tuberculosis Service, 
VA Hospital, Downey, Ill. 
Progessive administrators of mental hospitals have always 


recognized tuberculosis as an important 


disease affecting their 


patients and dealt with it according to the best available knowl- 
edge of the day. Thus, for instance, the late Dr. George A. Zeller, 
the first Managing Officer of the Peoria (Illinois) State Hospital 
(holding office from 1902 to 1935) established his Tent Colony 


for the tuberculous in 1904. 


Returning from the opening ceremonies of Dr. Pettit’s 
Ottawa (Illinois) Cottage Sanatorium, the pioneer tuberculosis 
institution of the state, he was so much impressed with it that 
he immediately borrowed two large tents from the National 
Guard for the housing of his tuberculous patients. Then he built 


lean-to o 
tages an 


n air tents adjoining some of the regular brick cot- 
finally erected permanent buildings for the care of the tuberculous. He kept 


his patients under “rest cure” and fed them a high protein diet. So his tuberculous 
tients received all the benefit of the therapeutic triad of “rest, fresh air and good food.” 
rr. Trudeau at Saranac Lake did not provide better treatment in those days. 


Much has happened since those early days 
in the control of tuberculosis. It is our 
obligation again to bring up-to-date the 
care of the tuberculous psychotic in our 
mental hospitals and make it equal to that 
offered in our modern tuberculosis hos- 
pitals. 

Present day tuberculosis control rests on 
a five-fold foundation: 1. early diagnosis 
2. segregation and adequate treatment 3}. fol- 
low-up care and rehabilitation 4. prevention, 
and 5. adequate recording and reporting. 
In all these, much needs to be done before 
our control activities will be called ade- 
quate. 

Let’s examine closer the requirements 
under these headings: 


1. Early Diagnosis 

The chest radiogram has replaced the 
stethoscope in the diagnosis of tuberculosis. 
Hence, the diagnosis of tuberculosis requires 
that every patient has a chest radiogram 
on admission to the hospital. 

Because tuberculosis develops insidiously, 
it has become imperative that apparently 
well individuals have a chest radiogram at 
least once a year, which is rather an arbi- 
trary time limit. In mental hospitals, this 
should be considered the lowest limit and 
the apparently well patients should be 
frequently, whenever pos- 
sible. 

Personnel should undergo the same 
scrutiny as do patients. Following their 
pre-employment examination, those in im- 
mediate attendance on the patient, like 
nurses, aides, etc., should be X-rayed every 
three months, those in less close contact, 
every six months, and the remainder at least 
once a year. 

Radiographic equipment has become just 
as essential a part of a mental hospital as 
of a general hospital. Thus, it is taken for 
granted that all our mental hospitals are 
provided with an X-ray laboratory and ade- 
quate personnel for it. Hence such a tuber- 
culosis control program should not call to: 
an appreciably increased expenditure. Hos- 
pitals with a bed capacity of 1,000 and over 
will find the installation of a photofluoro- 
graphic unit economical. Its cost will be 
repaid in a relatively short time by film 
savings. 

As important as radiography has become 
in the early diagnosis of tuberculosis, one 
cannot place absolute reliance on it. Tuber- 
culosis must be suspected whenever a pa- 
tient is losing weight, has a temperature 
elevation, coughs or expectorates, or has 
any other symptoms which may refer to 
tuberculosis. In all instances, a chest i 


gram must be taken, irrespective of the fact 
that the radiographic examination may have 
been negative a short while before. 

In the diagnosis of tuberculosis, labora- 
tory examinations, particularly sputum 
studies, also play an essential part. Because 
of the frequent difficulties experienced in 
obtaining reliable sputum specimens from 
the psychotic, a greater reliance must be 
placed on the cultural studies of the fasting 
gastric content in determining the presence 
or absence of tubercle bacilli. In this re- 
spect, too, a well equipped laboratory is an 
essential part of the modern mental hos- 
pital. Hence a small addition of the neces- 
sary equipment for tuberculosis work, if 
need be, should not cause serious difficulties. 


2. Segregation and Treatment 

Each hospital should have segregated and 
adequate ward facilities available for the 
care of its tuberculous. The treatment of 
these patients should correspond to that 
olteed tn our present day tuberculosis in- 
stitutions. This implies facilities for collapse 
therapy, including thoracoplasty resection 
and chemotherapy. 

The extent of the patient's mental deteri- 
oration should not be considered when the 
treatment of his tuberculosis is decided 
upon. It is just as important to bring the 
condition of the tuberculous psychotic to 
an arrestment, as it is in the case of his 
counterpart in normal society. Facilities on 
the tuberculous wards, irrespective of their 
size, will be at a premium and the sooner 
the tuberculous can be returned safely to 
their regular wards, the more adequately 
and economically will the tuherculosis fa- 
cilities be utilized. 

In states maintaining more than one men- 
tal hospital, the concentration of the tuber- 
culous in one or more hospitals, depending 
on geography and size will provide better 
treatment facilities at a more economical 
cost. For various reasons, however, the 
establishment of hospitals maintained ex- 
clusively for the care of the tuberculous 
psychotic would not seem to be advan- 
tageous. 

Active erg | directed toward psychosis, 
such as shock therapy or lobotomy should 
not be withheld because of active tubercu- 
losis. Both conditions, tuberculosis as well 
as psychosis, should be adequately treated 
simultaneously. 

3. Follow-up Care and Rehabilitation 

Patients whose disease has become ar- 
rested should be followed up by X-ray 
examinations at stated intervals, determined 
according to their condition. Their work 


assignment should be decided upon accord- 


ing to their work tolerance. They need 
“hardening” to their work and gradual in- 
crease in their working day as do their 
normal brethren. 


4. Prevention 

The systematic X-ray survey of the appar- 
ently well patients has already been men- 
tioned under the heading of early diag- 
nosis. Such examinations, however, serve 
preventive purposes as well. Prevention re- 
quires that all individuals, patients and per- 
sonnel alike who have been in contact with 
a tuberculous individual should be re-rayed. 
Thus the patients and the personnel of the 
ward must be re-rayed whenever a new 
tuberculosis patient is discovered. 


5. Adequate Recording and Reporting 

A tuberculosis registry should be main- 
tained in every hospital. In this will be 
recorded the dates when the radiograms 
have been taken and when re-examinations 
are due. 

It goes without saying that reports should 
be made to the proper health authorities 
according to the requirements of the state. 
Such reports will help local health authori- 
ties in keeping adequate supervision over 
the patient’s family and over the patient 
himself after his return home. 


A program as outlined calls for the ap- 
pointment of a tuberculosis control officer 
in every mental hospital, either on a part 
or on a full time basis, depending on the 
size of the hospital. In states with a mental 
hospital system, a control officer should be 
appointed also at the central level. 

State health departments and _ tubercu- 
losis associations have a distinct obligation 
in initiating or participating in such a pro- 
gram. The mentally ill cannot be forgot- 
ten when a tuberculosis control program is 
considered on a state-wide basis. 


The American Psychiatric Association 
could contribute a great deal to the care 
of the tuberculous psychotic if it would 
attach proper values to the various tuber- 
culosis control measures in its standardiza- 
tion program. A joint committee of the 
American Psychiatric Association, the Amer- 
ican Trudeau Society and the American 
College of Chest Physicians, organized on 
a permanent basis could prove of inesti- 
mable value in the control of tuberculosis 
in mental hospitals on a national scale. 

The fact in itself that MENTAL HOS- . 
PITALS has focused attention in its pre- 
vious issues and in the present one on the 
importance of the tuberculosis problem, 
will add impetus to, or awaken interest in 
the control of tuberculosis in the mentally 
ill, I am sure. For this, all of us who are 
interested in the eradication of tuberculosis 
in as well as outside of our mental hos- 
pitals must be deeply grateful. 


N. J. LEGISLATORS ATTEND SEMINAR 
AT TRENTON STATE HOSPITAL 


SENATORS AND ASSEMBLYMEN from the 
twelve counties in New Jersey which are 
served by the Trenton State Hospital at- 
tended a one-day seminar at the hospital. 
The legislators, many of whom had never 
visited a mental hospital before, were shown 
ward activities, training classes, and demon- 
strations of various therapies. These in- 
cluded electroshock, group psychotherapy, 
and Antabuse treatment for alcoholism. 

Dr. H. S. Magee, hospital superintendent, 
feels that the seminar did much to impress 
the legislators with the importance of ade- 
quate appropriations. He plans to arrange 
a second legislative institute this Fall to 
demonstrate further what is being done for 
the mentally ill of New Jersey. 4-51 
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DOCTORS AND ARCHITECTS 
DISCUSS HOSPITAL DESIGN 


Mental Hospital Service Consultants, 
members of the A.P.A., and Mental Health 
commissioners met with architects and en- 
gineers representing associations and pri- 
vate firms for a two day conference on 
Mental Hospital architecture in Washing- 
ton, D. C., early in April. 

The purpose of the meeting was to con- 
sider the possibility of putting into con- 
crete form the best possible collection of 
knowledge and theory applicable to mental 
hospital construction and equipment for 
the benefit of those responsible for mental 
health and hospital planning. A two year 
research project was discussed, and means of 
raising the necessary funds explored. 

Speakers included Dr. Leo H. Bartemeier, 
President of the A.P.A., Mr. Slocum Kings- 
bury, Chairman of the Committee on Hos- 
ne and Public Health, and Mr. 

alter A. Taylor, Department of Educa- 
tion and Research, of the American Insti- 
tute of Architects. Dr. Paul Haun of the 
Bowman Gray School of Medicine and Mr. 
Alston Guttersen, Public Health Service 
architect, spoke upon special characteristics 
and recent trends in mental hospital archi- 
tecture. 

Mr. Isadore Rosenfield, architect and hos- 
pital consultant of New York, and Dr. 
Kenneth E. Appel of the Univers'ty of 
Pennsylvania School of Medicine spoke 
upon the humanization of the mental hos- 
pital. 

Dr. Addison M. Duval and Dr. Ralph M. 
Chambers gave information on the back- 
ground of the conference and the status of 
mental hospital construction today. 
Winfred Overholser was Moderator. 

The funds for this preliminary meeting 
were given by a private foundation. It is 
hoped that a definite project to solve some 
of the vital problems raised will result from 
this initial discussion. 


THE HUMANIZATION OF THE MENTAL HOSPITAL 


(Abstract from the speech delivered by Dr. Kenneth E. Appel, Professor of 
Psychiatry at the University of Pennsylvania School of Medicine, before 
the Conference on Mental Hospital Design, Construction and Equipment, 


on April 7th, 1952.) 


My remarks to you today may come 
under the heading of star-gazing. I am 
neither a hospi administrator, nor an 
architect, but a teacher and practitioner of 
psychiatry. It is in working with patients 
that I am happiest and in working with 
them I see learn the social responsi- 
bilities of my work. The lessons we learn 
in psychiatry have great significance for 
our whole civilization. 

I would like therefore to share my think- 
ing with you, but with no finality, no dog- 
matism. It seems to me that we have heard 
very little about the purpose of the mental 
hospital which is for the treatment of pa- 
tients. And the question we are now con- 
sidering is how can we—psychiatrists and 
architects in collaboration—help to facili- 
tate the recovery of mental patients where 

ossible, or else help them to bear their 

urdens and to live as constructively as 
possible? 

Architecture is not only utilitarian—i: is 
therapeutic, emotional, social and artistic 
as well, Psychiatry also is artistic. It is not 
merely an intellectual job, figuring out the 
psychodynamics of illness. It is a relation- 
ship between people and people—between 
therapist and patient, between patient and 
patient. The emotional aspect is the area 
in which architects and psychiatrists can 
meet, 

We psychiatrists, especially in mental 
hospitals, need the help of architects. Men- 
tal hospitals are all too often cheerless and 
depressing even to the healthy—how much 
more must they affect the sick! The facades 
are depressing—and much behind the fa- 
cades is depressing as well. It is our re- 
a too—it is not all the fault of 
the architects. States keep budgets down. 
Care and custody alone are cheaper than 
therapy. There are meager facilities and 
overcrowding, in depressing surroundings. 

Yet there is also heroism, vision and de- 
votion within these cheerless buildings. 
Often hospitals poorly designed, poorly 
<a and poorly financed do a good 
job. 


But we need art and beauty as well. 
Architects and psychiatrists can work to- 
gether for the expansion of the individual 
and his return to health. The question is 
how can we do this? 

There are thoughts, feelings and emotions 
connected with structures. These intangi- 
bles are important. A hospital is so differ- 
ent from a home, from fields, from gymna- 
siums. There is a para/ox bere. The mental 
illness is due to abnormal environment, yet 
we must often treat this illness in another 
abnormal environment. 

So we must incorporate positive things 
into our hospital structures—things like 
benevolence, help, compassion, warmth, 
sympathy. Cannot we translate these ideas 
into structure instead of crude force, loss 
of control, loss of hope and death? 

Form, line, shape, color, light, arranze- 
ment, continuity can do much to help con- 
valescence. This has many implications. 
It is a broader question than that of build- 
ing mental hospitals. It is concerned with 
the kind of -ivilization we live in. 

In the middle ages, the cathedral with 
its integration and inspiration dominated 
the community. But many mental hospitals 
today are symbols of isolation from -ociety, 
man’s lack of concern for man, the lack of 
attention, the ignorance, the poverty and 


the horror in which mental illness is held. 
They are the expression of neglect. 


The hospital must do much of its thera- 
peutic job through activities. There is not 
now, nor in the foreseeable future will there 
be, enough psychiatrists to give individual 
psychotherapy to all our patients. There- 
fore the hospital must supply the necessary 
activities, and it must be designed to do so. 
It must avoid impersonality. It must em- 
phasize integration with the community 
culture and geography. It must make the 
niaximum use of occupation and it must 
have facilities for art and games, which 
are related. Play is the free, uncontrolled 
expression of energy. We provide children 
with opportunities for play, but we do not 
yet do so for adults. And among those who 
need it most are acutely disturbed mental 
patients. 

Why should not some beauty, some vision, 
be made accessible to our older people—to 
our acutely disturbed patients? Beautiful 
grounds, lovely lines in the buildings, a 
garden, cloisters, a fountain? A place which 
gives the feeling not of fences, but of free- 
dom? A place where the sick patient may 
feel not only security and protection, but 
the realities of concern, attention, under- 
standing, inspiration and help of others. 

Let the architects and psychiatrists get 
together to bring about this spirit. “For 
where there is no vision, the people perish.” 


Kenneth E. Appel, M.D. 


SPEECH CORRECTION PROGRAM 
HAS FAVORABLE RESULTS 

LINCOLN (ILL.) STATE SCHOOL AND 
COLONY has inaugurated a full day each 
week for speech correction work and re- 
ports satisfactory results. Children receiving 
this special help become more conscious of 
the'r speech *habits and work to correct 
them. They appear to look forward to the 
classes. 

Forty-six pupils with marked speech de- 
fects are now taking the course, and man 
others, with less prominent handicaps wi 
be included as soon as possible. 

Special aids have been purchased, includ- 
ing a tape recorder, handmade and com- 
mercial phonetic cards and charts, records 
and film strip. A special machine is in use, 
which associates speech with vision, and 


‘serves as a hearing aid for three pupils at 


once. It stimulates the children to speak 
clearly and loudly enough to be heard and 
understood. 
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TUBERCULOSIS CONTROL IN ONTARIO MENTAL HOSPITALS . 


By E. A. Clark, M.D., Superintendent 
and 
J. J. Weber, M.D., Senior Specialist, TBC Division, 


Ontario Hospital, Woodstock 


Dr. Clark 


RAPIDLY growing interest in devising plans to combat the 
A problem of pulmonary tuberculosis in mental hospitals has 
made itself evident in the tast five years by the unusual increase 
in the number of articles in psychiatric literature dealing 
with tuberculosis. Of these, a most significant one by Anderson 
appears in MENTAL HOSPITALS for March, 1952, and his wide 
experience renders him particularly competent to write in this 
field. This article recalls an editorial by him on the same subject 
in Public Health Reports in 1949 and which was of special 
interest to this hospital which, for twenty-two years, has continu- 
ously supervised a program of tuberculosis control in all Ontario 
mental hospitals. Of interest, also, is the fact that the original 
Ontario plan, described by Wicks in 1940, still followed with 
minor amendments, almost exactly parallels the one advanced 


by Anderson three years ago, and while it has not been possible to prepare a critical 
statistical analysis covering the entire period of operations, a description of the plan, 
together with some supporting figures, is presented. As a bibliography on the subject is 
being circulated by the Public Health Service, few references to previous articles will be 
made. During the past five years, observations by Kalinowsky and Hoch in 1946, and 
by Moore in 1947 dealt mainly with the restrictions which were being observed respecting 
certain forms of treatment considered contra-indicated in the presence of tuberculosis, and 
they felt that such restrictions were unwarranted. Their observations were mainly of a 
general nature, but in 1949, and writing separately, Close and Jentoft dealt specifically 
with the use of shock therapy in psychiatric cases and their work was adequately con- 
trolled, and their comments and conclusions were based on factual evidence. 


Efforts directed towards the control of 
tuberculosis cannot hope to attain more 
than moderate success unless they are sup- 
ported by thoroughly adequate diagnostic 
and therapeutic measures. In the mental 
hospital field, such a program applies both 
to staff and patients, as the latter form the 
pool from which most of the infection arises. 
Its proper functioning demands competent 
staff, the free use of modern case-finding 
methods, provision for immediate segrega- 
tion and treatment of active cases, and, 
above all, continued operation on a fixed 
schedule for an indefinite period, and with 
no downw revision in the quality of 
service. 

Following its inception in 1930, shortage 
of trained staff and scarcity of equipment 
forced the use of sundry modified case- 
finding methods for the first few years. 
Although by 1933 chest X-ray and tuber- 
culin tests were a routine part of the exam- 
ination of new staff and nurses-in-training 
before appointment, it was soon apparent 
that half-way measures were not sufficient. 
Hence, in 1937, a i icy was adopted 
which provided for (a) X-ray examination 
of all resident patients and staff not pre- 
viously examined; (b) chest X-rays and 
tuberculin tests on all new staff; (c) chest 
X-ray of all new patient admissions; (d) 
future annual X-ray surveys of all patients 
and all staff, and (e) semi-annual re-checks 
in every hospital to review doubtful cases 
by X-ray, cabescnlia testing, and/or physi- 
cal examination. 

A brief experience with special units in 
the various hospitals brought to light many 
difficulties associated with local segregation. 
Accordingly, in 1931, centralized treatment 
was adopted and a Unit organized in one 
hospital to which cases with active disease 
were transferred. By 1937 there were 300 
beds in use, but the number was inadequate, 
and in 1939, these patients, and all other 
active cases scattered throughout the hos- 
pital system, were transferred to Woodstock 
and occupied a newly completed and totally 
canionbal section of the main hospital. This 
section of 612 beds was designated The 
Tuberculosis Division of the Ontario Hos- 


pital, Woodstock, and this expansion per- 
mitted the immediate admission of all new 
active cases. By 1946, all suspect cases be- 
came candidates for prompt admission, and 
a few months later, non-pulmonary tuber- 
culosis was included in the eligible group. 
With difficulty, the program has been kept 
in full operation, but more accommodation 
is urgently needed, and it becomes more 
apparent each year that a considerable in- 
crease in total beds will be demanded. With 
the substantial fall in the annual incidence 
of new cases, such a forecast may appear 
extravagant, but not to be overlooked is 
the rapidly increasing pool of patients with 
arrested disease in individual hospitals, cre- 
ated by the necessary transfer of inactive 
cases from Woodstock. Always potentially 
dangerous due to possible reactivation of 

i , and usually destined for prolonged 
hospital care due to psychiatric factors, it is 
surely logical to provide continued psychi- 
atric treatment in a centre where little harm 
can result should physical deterioration 
(chest) occur. 


The Ontario Hospital, Woodstock, was 
planned for the treatment of epilepsy, and 
the present Tuberculosis Division was de- 
signed for juvenile cases. A few weeks after 
its opening, the outbreak of war caused a 
major re-organization of Provincial Health 
Services, and the Children’s Unit, as such, 
was closed. Hence, since 1939, this hospital 
of 1256 beds has consisted of two distinct 
divisions (Epilepsy, 644 beds; Tuberculosis, 
612 beds), under one Administration. Clin- 
ically, each Division is virtually self- 
contained with respect to medical and ward 
staff, and is headed by a Senior Specialist 
(Assistant Superintendent). These various 
staff classifications are constant in their 
sphere of duties, there being no regular 
interchange between the two Divisions. The 
same system obtains with certain other 
major departments, namely occupational 
therapy and dietary, each having complete 
— facilities. On the other hand, the 

ental staff, while provided with identical 
facilities in each Division, actually covers 
the entire hospital. Service from a common 
source handles stores, laundry, heat, light, 


farm and garden, general maintenance and 
all other operating and administrative de- 
tails having no close clinical contact with 
the treatment program. Of necessity, the 
Tuberculosis Division carries out its own 
administrative details to a certain level, at 
which point they are transferred to the main 
Administrative Section. 

In the Tuberculosis Division (612 beds), 
the professional and technical staff includes 
nine physicians, one dental surgeon, thirty- 
six registered nurses, eight laboratory tech- 
nicians, four X-ray technicians, two occupa- 
tional therapists, one psychologist and one 
electroencephalographer. Four physicians 
hold certification in internal medicine, psy- 
chiatry, or both, and the others had special 
qualifications before appointment. An active 
consultant staff covers all the major special- 
ties, including thoracic surgery. Diagnostic 
facilities are adequate and include EEG, 
EKG, AEG, B.M.R., bronchoscopy, thoraco- 
scopy, cystoscopy, bronchography, etc. In 
the purely chest field, sanatorium proce- 
dures are observed as closely as psychiatric 
complications allow, and all current forms 
of recognized tuberculosis treatment are 
carried out either locally or by temporary 
transfer to other centres for intrathoracic 
surgery. 

The combination of two ailments, as seen 
in the tuberculous, mentally ill person, 
constitutes a formidable problem in man- 
agement and always demands a critical 
appraisal of the relative importance of the 
dominant processes at work in reaching a 
decision as to treatment. An acutely excited 
patient with an active chest lesion is doomed 
unless his excitement can be controlled. 
Similarly, a severe depression cannot be ex- 
pected to make physical progress unless 
interest in food and general care is aroused. 
It is obvious that no possible therapeutic 
measure be overlooked or that its use be 
denied on the empirical basis that it is 
contra-indicated because of co-existing tu- 

osis or other physical ailment. Such 
acute situations are not infrequent, and early 
decisions are imperative. 

Opinions in other cases which concern 
ae treatment for the psychiatric or the 
chest condition, and in which there is no 
acute overlapping, also require the exercise 
of nice judgment. In both groups, the 
necessity for consultation is clear, and this 
is an instance which illustrates the advan- 

es of a centralized treatment division 
where qaulified physicians in various spe- 
cialties are available on a full-time basis. 
Rarely should decisions be reached by a 
single examiner, and at no time should a 


TUBERCULOSIS—ONTARIO 
MENTAL HOSPITALS 
INCIDENCE 1938-1950 
PATIENTS STAFF 

z 5 3 3 
1938 14,512 240 63 2,543 22 
1939 14,968 185 59 2,703 12 
1940 15,968 137 61 3,087 4 
1941 15, 99 5» 2,910 12 
1942 15,536 90 54 2,833 8 
1943 15,782 79 51 2,688 7 
1944 15,713 73 46 2,810 4 
1945 15,956 ~ 62 57 2,894 4 
1946 16,358 69 40 3,241 4 
1947 16,813 57 57 3,293 2 
1947* 17, 39 52 3,439 7 
1948 17,679 43 54 3,690 1 
1949 17; 39 50 3,770 3 
1950 18,276 40 44 3,982 6 
Years 1938-1947 end March 31. Years 1948, 
1949 and 1950 are calendar years. 
*9 month period April to December, 1947. 
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group of examiners allow themselves to be 
influenced by any factors other than the 
immediate problem at hand. In other words, 
the tuberculous, mentally ill patient is a 
seriously ill individual who is entitled to, 
and who should have, expert advice and 
attention without any qualifications. 


A treatment measure ordinarily widely 
used in the non-tuberculous case is shock 
therapy of one type or another. For years 
it has been considered totally contra- 
indicated in the presence of active tubercu- 
losis or even arrested lesions. Over three 
years ago, an independent decision was 
reached at this hospital that such a restric- 
tion was not sound, but that granted close 
supervision by a psychiatrist and an intern- 
ist, there was no reason why undue risk 
should be attached to using electro-shock 


INCIDENCE OF TUBERCULOSIS 


Ontario Mental Hospitals 
Seven year period ending 31 March 19. 


50 
Active Pulmona 
> 
HOSPITALS 33 25-85 

Aurora 20 —- —- 
Brockville 1120 30 11 3 44 56 100 
Cobourg 2 @ 3 
Fort William 135 2 0 0 2 1 3 
Hamilton 3275271 OSD 
Kingston 1140 43 4 2 49 39 88 
London 1560 32 4 2 3 33 71 
New Toronto 1415 34 14 12 60 83 143 
Orillia 2330 24 12 9 45 79 124 

t. Thomas 2. 8 2 
Smith Falls information available 
Toronto 1150 20 6 1 28 «55 
Whitby 
Woodstock 2958 2131038 

TOTALS 17,285 259 67 33 359 446 805 


NOTE: (a) Aurora opened 15 March, 1950. 

(b) Smith Falls opened Frebruary, 1951, 
information not available. 

(c) “All Other Types” includes Suspects, 
Non-pulmonary tuberculosis, Observa- 
tion cases, etc. 

(d) 393 arrested cases were transferred 
from Woodstock: 65 or 16.5% re- 
turned for further treatment. The 65 


are included in the 805 total transfers. 


therapy. Every patient considered for this 
treatment has a most rigid pre-treatment 
investigation, is followed very closely dur- 
ing treatment, and for months afterwards. 
To the present, 140 patients have had shock 
treatment, and there is a total absence of 
evidence suggesting that such treatment in 
any way worsened their condition. In actual 
fact, the death rate has been lower among 
this treated group than in the total tuber- 
culosis ponte. Thirteen of the 140 
pm ave died, and twelve of these have 

d careful post mortem examination. It is 
our opinion, therefore, that granted rigid 
control and supervision, this form of treat- 
ment can be used with safety in the presence 
of acute tuberculous lesions. 

All active treatment and investigative 
work relative to chest di is carried out 
in this centre. The entire mental hospital 
system consists of sixteen centres located 

oughout the Province, and with patient 
populations ranging from 125 to 2300. Dis- 
tances from Woodstock vary from thirty 
miles to several hundred miles, as the entire 
province is served. The factor of distance, 
in our opinion, creates no problems of real 
moment, and the advantages of treatment 
in one centre far outweigh the incon- 
venience of transportation. Ambulance 
service, both summer and winter, is most 
convenient for distances of three hundred 
to four hundred miles. Based on experiences 
encountered in World War II, the condition 
of a patient must be hopeless to rule out 


transter to an active treatment centre. By 
means of a master card index covering be- 
tween 20,000 and 25,000 patients and staff, 
all follow-up work has been directed from 
this centre since 1 July 1950. 

Tuberculosis is a disease which can de- 
velop with startling rapidity even in the 
relative absence of signs indicating gross 
impairment of health. It follows, therefore, 
that the initiation of treatment should be 
prompt, and when a program similar to 
that in Ontario is contemplated, a primary 
step is the removal of any local factors 
which interfere with rapid action. Statutory 
provisions can often interfere to a danger- 
ous degree, but a fortunate arrangement 
exists in Ontario, where the Mentai Hos- 
pitals Act specifies that any patient in any 
mental hospital may be moved to any other 
hospital, regardless of type, should medical 
opinion advise special treatment not avail- 
able in his parent hospital. 

Although case-finding is confined to the 
mental hospitals, facilities for treatment are 
not restricted. The broad scope of the pro- 
gram can be summarized as follows: 

For Patients—Any mentally ill, epileptic 
or mentally defective patient from any 
source within the Province, who has active 
tuberculosis, is awarded immediate admis- 
sion to the Tuberculosis Division for neces- 
sary investigation and/or treatment. 

For Staff—Any member of staff of an 
Ontario Hospital who develops pulmonary 
tuberculosis is admitted immediately to san- 
atorium under the Workmen’s Compensa- 
tion Board, and treatment costs and other 
allowances are provided by this body. Full 
status as a Civil Servant is retained, with no 
break in continuity of service, and employ- 
ment is guaranteed when the employee, in 
the opinion of the sanatorium medical 
and the Compensation Board, is considered 
fit to return to part-time or full-time duty. 

For many years, it was believed that the 
high incidence of tuberculosis among men- 
tal patients was a natural concomitant of 
the disease. The application of modern case- 
finding methods, plus the provision of ade- 
quate treatment facilities, suggests a differ- 
ent answer. While the Ontario program 
still is incomplete, the senior staff most inti- 
mately associated with its development, and 
having in mind its present status, feels that 
substantial progress has been made, and the 
diminishing annual increment of new cases 
developing while in hospital warrants the 
feeling of optimism held by them for the 


future. 

X-RAY FINDINGS 
Twelve Year Period 1939-1950 
(Patient on Admission: Staff—Re-employment) 

PATIENTS STAFF 

3 

> 

£ 8; 3 
1939 3,078 15 57 3,006 846 15 831 
1940 3,520 11 458 3,051 1,173 20 1,153 
1941 3,279 19 209 3,051 1,126 9 1,117 
1942 2,995 13 415 2,567 1,053 16 1,037 
1943 2,939 15 538 2,386 1,032 16 1,016 
1944 3,100 11 587 2,502 1,328 15 1,313 
1945 2,726 16 501 2,209 1,113 7 1,106 
1946 3,131 17 468 2,646 1,510 5 1,505 
1947 3,559 22 489 3,048 1,464 3 1,461 
1947* 2,839 18 326 2,500 1,187 5 1,182 
1948 4,054 21 458 3,575 1,632 1 1,631 

4,242 20 463 3,759 1,971 6 1,965 
1950 4,426 30 522 3,874 2,223 2 2,221 
Years 1939 to 1947 end March 31st. 
a a period April to December, inclusive, 
47. 
1948 to 1950 calendar years. 
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RECREATION 


TELEVISION ON WARDS HELPS 
PATIENT BEHAVIOR 

REPORTS FROM NURSES and attendants ou 
the wards at Elgin (Ill.) State Hospital 
indicate that television on the wards leads 
to more cooperative patient behavior. 

The wards are quieter, the employees 
claim, and individual patients seem less di 
turbed and more cooperative. Real interest 
is shown in the programs, especially sports 
events. Even formerly withdrawn patients, 
showing no interest in group activities, 
react positively to the programs shown. 

It is one nurse’s opinion that this con- 
tact with normal people seems more satis- 
fying to the patients than many of the con- 
tacts they make at dances and other enter- 
tainments with other patients. 

New patients adjust more quickly to their 
often bewildering new environment when 
they have television to watch. It helps tre- 
mendously in the entertainment of those 
who are too ill to go out. The patients 
themselves say that they “feel more at 
home” and sleep better at night. 

The hospital plans to add to the present 
24 sets until every ward in the hospital has 
one. Sets have been donated by individuals, 
and by veterans’ and civic groups. Others 
are purchased from commissary funds. 19-46 


CLINICAL PRACTICE 


PROTECTIVE CREAM 
FOR SKIN LESIONS 

THROUGH THE COURTESY of Dr. George 
Reed, Medical Superintendent of Verdun 
Protestant Hospital, Montreal, Mental Hos- 
pital Service has the name of a protective 
cream which, when applied to the skin, 
prevents and treats lesions, particularly on 
the geriatric wards. In cases where soil- 
ing or wetting are unavoidable in spite of 
gynecological and urological investigation 
and habit training, the hospital has found 
this cream most useful in preventing skin 
irritations or more severe skin lesions. 

The manufacturer explains that this 


' cream is a water repellant and is especially 


prepared for resisting strong mineral acids 
and alkaline solutions, soap solutions and 
packaged detergents. On application to 
clean, dry hands, it provides a thin but 
powerful protective film; it also contains a 
reconditioning element which acts as a re- 
agent against surface damage to the 
n. 


There is no one all-purpose barrier cream 
but in this series the manufacturer prepares 
sixteen different types, each designed and 
formulated against a specific group of irri- 
tants. The creams are non-toxic and bacteri- 
ostatic in action. Dr. Reed adds that the 
product he uses is purchased in five pound 
jars for $1.75 and a ward of 18 patients 
used only two pounds per month. 

At present these creams are obtainable 
only in Canada, and MHS will send the 
name and address of the manufacturer on 
request. 13-19 
CHLOROPHYLL TABLETS 
DEODORIZE PARALDEHYDE 

At the Bowman Gray School of Medicine 
(Graylyn), North Carolina, it has been 
found that the use of two tablets of chloro- 
phyll in the morning controls the odor of 
— on the breath of patients who 

ave received it as a sedative in the treat- 
ment of alcoholism. 13-20 
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A Re-Evaluation of Treatment of Tuberculous Mental Patients 


By L. Weinstein, M.D. 
Chief, NP-TBC Service, VA Hospital, 
Marion, Ind. 
(The following is an abstract from Dr. Weinstein's address to the Indiana Neuropsychiatric 
Association in February 1952.) 

ESPITE the greater prevalence of pulmonary tuberculosis among neuro-psychiatric pa- 
D tients than among the general population there is very little in the literature in regard 
to the treatment of these patients who are afflicted with both these chronic diseases. Some 
years ago a patient was admitted to our NP-TBC section with a diagnosis of moderately 
advanced, active pulmonary tuberculosis and paresis. Because of his active pulmonary 
tuberculosis, malaria therapy was considered to be contra-indicated. The patient was 
treated conservatively with arsphenamine and bismuth and when penicillin later became 
available he had several courses of treatment with it. In spite of this he continued to 
deteriorate mentally, while his pulmonary condition gradually improved until an apparent 


arrest was reached. 


The result is a patient with an arrested pulmonary tuberculosis, but 


a deteriorated, dilapidated paretic who in all probability will remain in the hospital for 
the rest of his life. It was probably this kind of result which prompted the philosophy 
of one of our colleagues, “It is best to leave them alone, for if they don’t die from their 
NP condition, they die from their pulmonary tuberculosis.” 


It has been found that the neuro-psychi- 
atric tuberculous patient has not receiv 
the treatment that he should, for on the 
one hand the psychiatrists are afraid of the 
tuberculous patient, and on the other hand 
the phthisiliogists are afraid of the NP 
patient. Thus a vicious cycle is set up to 
the detriment of the patient. The chest 
surgeons, too, seem to have a fear of these 
cases. It is known that various surgical 
manipulations are performed in every large 
NP hospital from excision of ingrown toe- 
nails through the list of herniorrhaphies, 
appendectomies, transurethral resections, 
gastroenterostomies, even plastic surgery, 
yet when the psychiatric tuberculous patient 
is in need of chest surgery it is a most diffi- 
cult task to get the chest surgeon to perform 
it. 

At our hospital, a comprehensive program 
of treatment for both tuberculosis and psy- 
chosis results in better tient care, im- 
proved discharge rates ond personnel 
morale. For the sake of simplicity, we 
should like to divide the discussion into 
two phases, the treatment of the tuberculosis 
and the treatment of the psychosis, although 
in practice, we treat the individual as a 
whole, and do not direct our treatment to 
an isolated illness or organ. 

Our treatment of tuberculosis includes all 
the accepted methods used in tuberculosis 
hospitals. These consist of: 

Rest Therapy; with mental patients, of 
course, it is difficult to administer bed-rest 
satisfactorily. 

Antibiotic Therapy; the employment of 
Streptomycin and PAS in combination is 
now definitely established. We administer 
antibiotics from 30 to 120 days. Some pa- 
tients receive streptomycin or dihydro- 
streptomycin daily, others twice a week. 
The average daily dose is 1 gram. PAS is 
administered in four doses, amounting to 
12 grams daily. It is given with meals to 
avoid gastro-intestinal symptoms. 

Collapse Therapy; it is only rarely that 
surgical therapy cannot be considered be- 
cause of the patient’s mental status; the full 
employment of pneumothorax, pneumo- 
peritoneum and surgical collapse is a neces- 
sity. In a period of 29 months, 22 patients 
had thoracoplasties, some in 3 stages, some 
in 2 stages and one in one stage; 3 pa- 
tents had lobectomies; one had decortica- 
tion; 2 had pneumoectomy; 24 had pneumo- 
thorax (3 of these were bilateral); 11 had 
pneumoperitoneum; 5 had phrenic crushes; 
5 had bronchoscopies; 5 had thoracotomies 
and 2 had pneumolysis. 

Prior to surgery our physical therapy 
department explains the importance of 

roper exercises in order to prevent de- 
ormities; and on the first and second post- 


operative day, massage and passive exercise 
are initiated, and active exercise encouraged 
as soon as possible. All these patients are 
in one large room so that nursing and 
physical therapy work can be carried out 
with a minimum of personnel. 

Our psychiatric treatment includes all the 
accepted modalities current throughout the 
rest of the hospital. 

Our prime focus is on psychotherapy and 
14 of these TBC patients are in group ther- 
apy monitored by two psychologists. The 
sessions are held twice a week, and the 
group therapy is modified, non-directive 
type. Six patients are on individual psycho- 
therapy. 

Electro-convulsive therapy and insulin 
are used where the Promesn condition indi- 
cates it, and we no longer consider psy- 
chotic exhaustion and feeding problems as 
the only indication. We have administered 
electro-shock therapy to twelve patients and 
insulin coma to four, and not one has 
shown dn aggravation of his tuberculosis. 

Of course we cannot be too rigid or 
slavish to the theory that every patient who 
could benefit by electro-shock or insulin 
should be treated. If his tuberculosis is so 
far advanced that the patient cannot pos- 
sibly win the battle, then it would be fool- 
hardy to subject him to such procedures. 
But my main idea is to show that it can be 
done, it is being done, and that there is no 
need to isolate such patients and forget 
about them. 

Prefrontal lobotomy is performed on any 
patient who needs it. 


A pack table is available on the ward for 
use when necessary. 

We have a full time occupational ther- 
apist on the building and a part-time ther- 
apist for bedside occupational therapy. 

The librarian k 500 books in the day 
room for the use of these patients and the 
collection is kept current. 

The social service department assigns one 
worker to the building to assist with per- 
sonal and family problems thus helping to 
relieve emotional stress. These workers 
also obtain social service histories and help 
with trial visit planning. 

The vocational rehabilitation section, in 
cooperation with the ward psychiatrist, 
helps each patient work out sound voca- 
tional plans. Interviews, vocational tests, 
and job discussions help crystallize the pa- 
tient’s planning. Prior to release we com- 
municate with potential employers or train- 
ers to determine what vocational oppor- 
tunities are available. 

So far, we have discussed the various 
therapies. Were we to close here, you and 
I know that the job would be left undone. 
The human being needs more than formal 
therapy. His life in the hospital should be 
as varied as it was at home. We provide 
movies, radios, a television set, card games, 
and social contact and activities with other 
adults. 

Thus though the NP-TBC patient is iso- 
lated because of the danger of spreading 
infection, each one gets individual treat- 
ment utilizing all the hospital resources. 
However, to carry out such a program 
team work is necessary. It is not enough for 
us to think only in terms of psychiatrist, 
psychologist and social worker. The nurse 
and attendant are very important in this 
treatment program. They should know 
what the treatment procedures are all about. 
They should know some fundamentals of 
psychiatry and psychotherapy. To this end 
we meet often and discuss these things via 
didactic lectures, practical demonstrations 
and patient assignment. Thus all patients 
receive the benefit of a psychotherapeutical 
environment based on understanding, en- 
couragement, suggestions and support. 
MOVIES BEFORE EST (19-39) 
A NUMBER OF VA HOSPITALS now show 16 
mm. moving picture shorts in the electro- 
shock waiting room. These programs ap- 
pear to hold the interest of the patients 
waiting for EST and seem to lessen the ap- 
prehension and tension preceding treatment. 


TUBERCULOSIS HOSPITAL AT DIXON, ILLINOIS 


Shortly to be available in our Loan Library, the folder on Dixon (Iil.) State Hospital 
shows pictures and floor plans of the above tuberculosis unit, and the new nursery wings. 
Dixon is an institution for mental defectives. Construction of the TBC building cost 


$580,153, and equipment $32,570. 
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The Private Hospitals Write: 


AIDE TRAINING PROBLEM 

“We have a problem here shared no 
doubt by many hospitals of similar size; due 
to limitations of personnel and budget it 
is not feasible to set up a formal training 
program for psychiatric aides. Yet we 
would like to offer them the ey 
to get such training for the sake of the 
reciprocal benefits to themselves and the 
hospital. 

“Is there at present a school for aides 
where we could send them? If there is 
none now, would you think enough private 
hospitals would be interested to make it 
worthwhile to consider setting up such a 
school?” 

K. V. Kuiper, M.D., Medical Director, 

Bethesda Sanatorium, Denver, Colo. 

This is an interesting proposal as we 
know of no such school available now. We 
should be glad to hear from other private 
hospitals if they approve of Dr. Kuiper’s 
suggestions. Ed. 

NO OCCUPATIONAL THERAPY 

“Do you know that our medium sized, 
very active private psychiatric hospital has 
been operating for years without an occu- 
pational therapy department? We believe 
that with an acute service, where patients 
usually stay only four or five weeks, the 
establishment of such a department would 
add unnecessary expense to costs which are 
already quite high.” 

G. Wilse Robinson, Jr., M.D., 
Neurological Hospital, 
Kansas City, Mo. 

The factor of size, length of stay, etc., 
play a part here. We should be interested 
to hear your reactions and to ets? ces 


NO NURSES’ RECORDS 

“A very successful, well-established pri- 
vate hospital i in the southwest keeps no daily 
nurses’ records,” writes Dr. Robinson, our 
private hospital consultant. “The M 
Director feels that in the average <3 
atric case, daily notes of the type kept in 
most hospitals are a waste of time and that 
the nurses could better utilize their time 
being with the patients rather than sitting 
at a desk writing on charts. The nurses 
prepare a very brief summary of each 
patient’s condition at the end of their shift, 
and this is all. The hospital is Timberlawn, 
in Dallas, Texas. 

“Perhaps adoption of this by some other 
smaller hospitals would help solve the 
nursing shortage problem.” 


Other Correspondence 
MALE VS. FEMALE AIDES 
Dear Sir, 

In response to the question previously 
taised regarding the use of a gene sexes 
in caring for patients on wards, we have 
found female aides more available at the 
salary we can offer than are male aides, and 
for this reason we use them rather fre- 
quently. Women do a good service on the 
male wards, but it is my personal opinion 
that their real service is limited to the few 
patients who need the female figure to take 
care of them or maybe to “mother” them. 
I would prefer to use some adjunctive ther- 
apist, social worker, recreation worker or 
some such other who is of the opposite 
Sex in those cases where it seems that the 
patient does need such an association. 

“It might be expected that the presence 

a woman on a male ward would make 
the aides more attentive to cleanliness, and 
perhaps this is true, but my observations 


lead me to believe that when there is a 
temale and a male aide on a ward the man 
is expected to do all the heavy work and 
to take care of a resistive or combative 
patient. Whereby the traditional factor of 
the female being the weaker and gentler 
sex comes into play and in my opinion she 
does not, in such a situation, carry her part 
of the burden of the work. 

“Likewise we have used some male aides 
on female wards. Some women patients 
respond well to this but on the whole I do 
not like it, because they cannot feel free to 
go about the wards clothed ‘only in under- 
wear when there is a man around and I do 
not think they should be almost forced to 
be dressed every moment that they are out- 
side their rooms, say in going to the bath- 
room. In addition, no matter how fine the 
male aide is, he will be subject to criticism 
from certain particularly 
patients or eir relatives, in 
sexual activities with patients. 

“Also in this time of critical shortage of 
male aides, it seems wrong to use them on 
a female service when they are so badly 
needed on male services at this hospital.” 

John M. Anderson, M.D., 
Superintendent, 
Topeka (Kans.) State Hospital 
MORE ABOUT 
IDENTIFYING DENTURES 

“There is general similarity between the 
plan followed at the Ponoka Hospital, de- 
scribed in your recent article, and our own 
method of marking dentures here at Patton 
(Calif.) State Hospital. 

“However, we usually consider the thitk- 
ness of the denture at the right buccal area 
which has an ideal depth for cutting out 
a rectangular space in which we insert a 
piece of white paper bearing typed black 
numerals. This marked paper is then cov- 
ered with transparent cold cure acrylic. 
When this has hardened, it is polished and 
the numbers shown plainly through this 
box window. We think this is an improve- 
ment on amalgam, both in appearance and 
time-saving.” 

O. L. Gericke, M.D., 
Superintendent 
Patton (Calif.) State Hospital 

We would like to hear from other dental 
departments, concerning handling of mental 
patients undergoing dental surgery. 


Strict Isolation for TBE Patients 
Practiced at Connecticut 


By Stanley Alexander, M.D., 
Consulting Internist, Connecticut 
State Hospital 

At the state hospital in Middletown, an 
X-ray survey was made in 1948 and 1949 
with the cooperation of the Tuberculosis 
Commission and the State Health Depart- 
ment. The survey was conducted by the 
use of the Mobile Unit with stereoscopic 
4 by 5 inch photo-roentgenograms of all 
patients and employees. All positive find- 
ings on these survey films were then 
checked by standard 14 by 17 inch films 
and sputum studies made on the basis of 
the suspicious films. The films, laboratory 
data and patients were examined by a con- 
sultant in tuberculosis who decided on the 
disposition and management of each pa- 
tient. Before September 1950, the patients 
with clinical tuberculosis were isolated in 
separate wards in the infirmary buildings. 
Since that date they are all segregated in a 
single building which is exclusively for 


tuberculosis. Since the segregation of these 
patients is based solely on the presence of 
tuberculosis, there is random selection of 
psychiatric diseases among them; these in- 
clude alcoholics, manic depressives, schizo- 
phrenics and arteriosclerotics. Among the 
other special facilities available in this tu- 
berculosis building, one of the most im- 
portant is its own kitchen and diet staff, 
assuring the patients an attractive, high- 
vitamin and high-caloric diet. Ambulatory 
patients are fed in a dining room where the 
men and women are served together, mak- 
ing for a more normal social environment 
than is ible in the regular mental 
wards. e building is equipped also for 
occupational therapy and has available the 
services of occupational therapists in such 
media as crafts, art and music. 

A strict isolation technique is practiced 
with the building divided into “clean” and 
“dirty” areas. The building is equipped 
with a special incinerator for sputum dis- 
posal. Treatments include bedrest, strepto- 
mycin, PAS, pneumothorax, pneumoperi- 
toneum, phrenic operations and intrapleural 
pneumonolysis. Although a chest surgeon 
is available on the consulting staff, the ab- 
sence of a surgical resident staff makes major 
surgical procedures impossible now. 

The hospital has an average census of 
about three thousand patients and the tu- 
berculosis building an average of eighty 
patients. Approximately one-third of these 
patients are undergoing active treatment, 
and the others are divided between hope- 
lessly far-advanced patients and minimal and 
probably arrested patients. The separate 
groups are kept fairly well apart. In spite 
of limitations in personnel, the level of 
nursing care is high. It is hoped that with 
the addition of a resident surgical staff to 
the hospital, a complete program of medical 
and surgical care can be instituted. 


AFFILIATE NURSES 
WORK WITH SPECIAL PATIENTS 

AT THE MENTAL HEALTH INSTITUTE at 
Independence, Iowa, affiliate nurses use both 
duty and off duty time to work with a 
special patient. The student is assigned 
to a patient on a unit where she does not 
work, and approaches him as a friend; she 
usually wears street clothes. She walks in 
the grounds with her charge, talks with him 
and attempts to interest him in some ac- 
tivity. Students are instructed not to probe 
into the patient’s past life and to plan activ- 
ities according to his adaptability. 

Each student reads her patient's case his- 
tory before undertaking the assignment and 
= at least an hour a day on this “special 

uty.” During the course of the work, each 
nurse writes a report on her patient. 

One reported that working a patient with 
the diagnosis of dementia praecox, cata- 
tonic type, she found that the patient could 
play the piano. Gradually she revived this 
interest. Although far from well, «this 
woman is definitely improved. 

Another dementia praecox case, of the 
paranoid type, was at first antagonistic to- 
wards the affiliate nurse. At other times 
she would be willing to talk and even dress 
up specially to meet her friend when she 
arrived. The patient also had a transorbital 
lobotomy, but even after operation showed 
no improvement until the affiliate nurse 
took her over. The patient will be moved 
to an open unit in the near future. 17-47 
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THE MODERN MENTAL HOSPITAL 
(Continued from Page 1) 

the guidance and direction of the physician. 
Here there are two alternative goals; first, 
the eventual return of the patient to soci- 
ety; or, second, the maintenance of the 
patient through treatment at the highest 
attainable level of hospital adjustment. 

I would like to lay once and for all the 
incompetent and completely baseless view 
that the chronic mental patient receiving 
skilled and uninterrupted hospital treat- 
ment represents a therapeutic failure unless 
he is discharged from psychiatric care and 
restored to his rightful place in the com- 
munity. His case is rather to be regarded 
as a brilliant therapeutic success if, by treat- 
ment, he lives out his life on an open rather 
than a disturbed ward, if he can nurture a 
bed of flowers rather than lie stuporous in 
a corner of the day room, if he can smile 
occasionally at a moving picture perform- 
ance rather than know the unguessed an- 
guish of uninterrupted mental torment. 


4. THE HOSPITAL IS CONCEIVED IN UNI- 
TARY TERMS AND IS THE PRODUCT OF CARE- 
FUL AND INTEGRATED PLANNING. 


Like the architect’s dream of a planned 
city, the modern hospital is not a random 
and accidental collection of individual 
buildings and services. Although it oftea 
may be built in stages, its final pattern is 
always clear. Much attention is paid to the 
complex interrelationships of its various 
structures, to site planning, to the maximum 
bed capacity beyond which functional dis- 
locations and service breakdowns are to be 
expected. Studies recently undertaken at 
psychiatric hospitals of comparable size 
demonstrate that the properly designed in- 
stitution can do the same job as the badly 

lanned hospital with 20 to 30 percent 
ewer employees in every service category. 

5. THE HOSPITAL IS FUNCTIONAL. 

Each element of the hospital is thought- 
fully designed for the particular purpose 
it is to discharge. Ward buildings are 
planned only after a detailed analysis of 
the specific type of patient who will be 
cared for, of the therapeutic services to be 
offered, of their place in the total hospital 
program, and of the room arrangements 
which will best contribute to the patient's 
comfort and to the efficient discharge of 
staff functions. The existence of a level 
building site and the presence of 4 standard 
dormitory plan in the blueprint drawer are 
no longer all that is necessary to start the 
construction of a hospital. 

6. THE HOSPITAL OFFERS TOTAL MEDICAL 
CARE, 

Mental illness does not immunize the 
afflicted patient against infection, against 
injury, or against metabolic disorder. Up- 
to-date laboratories, air conditioned oper- 
ating rooms, special diet kitchens, surgical 
nursing units, in fact all of the resources 
of the progressive general hospital are today 
essential parts of the modern mental insti- 
tution. The ideal of total medical care 
must, of course, be realistically interpreted. 
When, however, one speaks of realism it is 
medical realism that is meant, and not that 
combination of procrastination, parsimony. 
and prejudice that sometimes dignifies itself 
with the same name. 

7. THE ATMOSPHERE OF THE MODERN 
MENTAL HOSPITAL IS WARM, CHEERFUL, 
AND HUMAN, 

No soegeee authority today believes 
that the sullen architecture of the old for- 
bidding asylums contributed to patient wel- 
fare. There has been a rediscovery of the 
importance of color, of livability, of the 
human scale. We do not expect man to 


measure up to a monument. We do expect 
modern hospital buildings to measure up 
to man, to his need for comfort, for tran- 
quillity, and for hope. 

8. THE ATMOSPHERE OF THE HOSPITAL 
IS A PART OF THE COMMUNITY IT SERVES. 

There is pressing need for community 
understanding of the role the hospital now 
plays in the treatment of mental disorder 
and can play in its prevention. The modern 
hospital is no Oak Ridge, but it can be mis- 
taken for one if the visitor is challenged by 
a sentry at the gatehouse, finds himself be- 
hind unscalable fences and is oppressed by 
the sight of barred windows which he con- 
cludes must confine dangerous enemies of 
society rather than pitiful victims of malig- 
nant disease processes. 

There are many concrete things that con- 
tribute significantly to a healthy integration 
between a community and the modern hos- 

ital: pleasant grounds, gracious build.nz 
obbies, an efficient communications system 
that simplifies appointments and bring vis- 
itors into touch with staff members without 
confusion, retiring rooms for the grief 
stricken relatives, supervised playgrounds 
and a day nursery where young children 
may be cared for during the family’s visit, 
adequate automobile parking space, a few 
classrooms for group education, an audi- 
torizm for medical society meetings, per- 
haps even a club room where the local 
chapter of Alcoholics Anonymous or the 
Friends of the Fairview State Hospital hold 
meetings. 

9. THE HOSPITAL KEEPS ABREAST OF 
TECHNOLOGICAL ADVANCES. 

A calculated course is steered betweea 
the extremes of traditionalism and faddish- 


ness. The alert superintendent is eager for 
new ideas, for better ways of doing old jobs, 
and particularly for time savers. The no- 
tional manufacturers’ representative and 
the high pressure salesman get little of his 
attention, but the man with a sound idea 
will quickly come to number among his 
strongest backers the administrative authori- 
ties of the modern mental hospital. 

10. THE MODERN MENTAL HOSPITAL Is 
A CENTER FOR TRAINING AND RESEARCH. 

The sleekest hospital conceived by man 
is only as good as the purposes, the skills, 
and the motivations of those who eventually 
staff it. It takes people to bring a hospital 
alive, to turn it from an empty pile of 
masonry and steel into an active force for 
good. Medical staffs cannot be assembled 
like a Swiss watch. They must be forged 
like the blade of a Damascene sword. The 
hammer is called training and the fire, re- 
search. Medical training goes back in an 
unbroken line to Hippocrates and beyond; 
research to the dawn of speculative thinking 
and the birth of the scientific age. Today 
we see more clearly than ever before the 
nuclear place of these twin influences in 
terms not only of scientific advance, but of 
the very existence of medicine itself. It is 
this realization that truly distinguishes the 
modern hospital just as it has the great 
medical institutions of the past. 

Today, as hospital administrators, we 
consciously create the material environment; 
set aside the work rooms, the lecture halls, 
the laboratories, and then wait in the hope 
that we can see the tremendously exciting 
transmutation of ignorance into interest, 
of interest into knowledge, and of knowl- 
edge into wisdom. 


PUBLIC RELATIONS 


MARYLAND ISSUES BOOKLET | 
ON MENTAL HOSPITAL PROCE ES 
A HANDSOME 32-PAGE BROCHURE has 
been published by the Maryland Depart- 
ment of Mental Hygiene showing what is 
done for a entering a state mental 
hospital. e booklet uses photographs 
accompanied by brief explanations to follow 
the patient as she is admitted, treated and 
discharged. Following a foreword by Gov- 
ernor Theodore McKeldin and introductory 
note by Dr. Clifton T. Perkins, Commis- 
sioner of Mental Hygiene, the material 
covers: Admission Procedures; Treatment 
Procedures; Supportive Therapies; Family 
Care; and Discharge Procedures. The book- 
let is entitled “A New Life” to emphasize, 
in Dr. Perkins’ words, “that people may 
believe with us that treatment in a psychi- 
atric hospital can bring relief to many who 
suffer and for many more can mean the be- 
gining of a New Life.” 4-53 
RELATIVES’ MANUALS 
AVAILABLE FROM ILLINOIS 
THE DEPARTMENT OF PUBLIC WELFARE, 
Chicago, Illinois, has recently publish 
booklets. One called “Caring for the 
tally Ill” is widely distributed thr 
general population of the State. 
The other, entitled “Manual for 
and Friends of Patients in Illin 
Hospitals” is given to the family either at 
the time of commitment or when a relative 
visits the patient in hospital. The name of 
the individual hospital appears on the title 
page, and the appendix carries special in- 
formation applying only to that institution. 
The manual answers questions about the 
pros of recovery, kind of treatments 
and hosp‘tal activities available, what cloth- 
ing a patient needs, whether the patient may 


have spending money, what gifts are accept- 
able, when a relative may visit and so on. 
of Mental Health 

ie upon the indivi patient are also 
discussed 


Copies of both booklets may be obtained 
by writing to Mrs. Blanche Fritz, Special 
Deputy Director, Dept. of Public Welfare, 
State House, Springfield, Illinois. 4-52 


PERSONNEL 


INTERRACIAL STAFFS EXCELLENT 
SAYS NEW YORK PSYCHIATRIST 

THE NATIONAL ASSOCIATION for Mental 
Health, in a recent press release, quotes 
Dr. Rutherford B. Stevens, a Howard Uni- 
versity graduate and a New York psychia- 
trist, upon Interracial Staffs. The quotations 
come from Dr. Stevens’ article “Interracial 
Practices in Mental Hospitals,” appearing 
in the current issue of Mental Hygiene. 

“Negro attendants (in mental hospitals) 
have proved eminently satisfactory wher- 
ever their services have been utilized,” 
writes Dr. Stevens. There is an untapped 
reservoir of personnel here, he says, which 
should greatly assist in the care of the 
entally ill. 
Quoting hospital administrators who 
have no segregation practices in their insti- 
tution, Dr. Stevens makes the point that 
no difficulties have arisen among employees 
or patients traceable to the race question. 
The fears of some administrators that hiring 
a will cause trouble has proved unjus- 


Dr. Stevens’ article is based on a study 
made by the Committee on Social Issues of 
the Group for the Advancement of Psychi- 
atry. Dr. Stevens is the chairman of the 
Committee. The study covered 296 public 
and private institutions. 9-38 
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